STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: Manoa Senior Care A CHAPTER 100.1
Address: Inspection Date: March 24, 2021 Annual
2250 Oahu Avenue, Honolulu, Hawaii 96822

THIS PAGE MUST BE SUBMITTED WITH YOUR PLAN OF CORRECTION. IF IT IS NOT, YOUR PLAN OF
CORRECTION WILL BE RETURNED TO YOU, UNREVIEWED.

YOUR PLAN OF CORRECTION MUST BE SUBMITTED WITHIN TEN (10) WORKING DAYS.IF IT IS NOT
RECEIVED WITHIN TEN (10) DAYS, YOUR STATEMENT OF DEFICIENCIES WILL BE POSTED ONLINE,
WITHOUT YOUR RESPONSE.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-17 Records and reports. (b)(3) PART 1
During residence, records shall include:
Progress notes that shall be written on a monthly basis, or
more often as appropriate, shall include observations of the
resident's response to medication, treatments, diet, care
plan, any changes in condition, indications of illness or
injury, behavior patterns including the date, time, and any
and all action taken. Documentation shall be completed
immediately when any incident occurs;
FINDINGS
Resident #2: Salonpas pain relieve patch PRN applied to o o
lower back on 3/21/21, no documented response to PRN in GQHH@&H#H-N Hrﬁ Qﬁmﬂ—®= GVN
progress notes. °
after-the-fact is not
[ °
practical/appropriate. For
o o
this deficiency, only a future
° °
plan is required.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-17 Records and reports. (b)(3) PART 2
During residence, records shall include:
Progress notes that shall be written on a monthly basis, or FUTURE PLAN
more often as appropriate, shall include observations of the /
resident's response to medication, treatments, diet, care USE THIS SPACE TO EXPLAIN YOUR FUTURE ¥ \ S \ 2
plan, any changes in condition, indications of illness or PLAN: WHAT WILL YOU DO TO ENSURE THAT e
injury, behavior patterns including the date, time, and any IT DOESN’T HAPPEN AGAIN? i w
and all action taken. Documentation shall be completed
immediately when any incident occurs;
FINDINGS i for administered
Resident #2: Salonpas pain rlieve patch PRN applied to B e o s s o aimier
lower back on 3/21/21, no documented response to PRN in Srieaping unﬂmm_m_rﬂﬂhw S Mgt ol e 11
progress notes. Managers audit charts annually to ensure completion and accuracy
in resident charts.
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-88 Case management qualifications and services.
(©(2)

Case management services for each expanded ARCH
resident shall be chosen by the resident, resident's family or
surrogate in collaboration with the primary care giver and
physician or APRN. The case manager shall:

Develop an interim care plan for the expanded ARCH
resident within forty-eight hours of admission to the
expanded ARCH and a care plan within seven days of
admission. The care plan shall be based on a comprehensive
assessment of the expanded ARCH resident’s needs and
shall address the medical, nursing, social, mental,
behavioral, recreational, dental, emergency care, nutritional,
spiritual, rehabilitative needs of the resident and any other
specific need of the resident. This plan shall identify all
services to be provided to the expanded ARCH resident and
shall include, but not be limited to, treatment and medication
orders of the expanded ARCH resident’s physician or
APRN, measurable goals and outcomes for the expanded
ARCH resident; specific procedures for intervention or
services required to meet the expanded ARCH resident’s
needs; and the names of persons required to perform

interventions or services required by the expanded ARCH
resident;

FINDINGS

Resident #1: No nutrition care plan developed for resident
with dysphagia, difficulty chewing, regular minced
consistent diet, and weekly weights.

PART 1

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY

On 3/26/2021, informed Case Manager to develop a
nutritional care plan and will be delivered to the
house and filed in the chart on her next visit.
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-88 Case management qualifications and services.

©(2)

Case management services for each expanded ARCH
resident shall be chosen by the resident, resident's family or
surrogate in collaboration with the primary care giver and
physician or APRN. The case manager shall:

Develop an interim care plan for the expanded ARCH
resident within forty-eight hours of admission to the
expanded ARCH and a care plan within seven days of
admission. The care plan shall be based on a
comprehensive assessment of the expanded ARCH
resident’s needs and shall address the medical, nursing,
social, mental, behavioral, recreational, dental, emergency
care, nutritional, spiritual, rehabilitative needs of the
resident and any other specific need of the resident. This
plan shall identify all services to be provided to the
expanded ARCH resident and shall include, but not be
limited to, treatment and medication orders of the expanded
ARCH resident’s physician or APRN, measurable goals and
outcomes for the expanded ARCH resident; specific
procedures for intervention or services required to meet the
expanded ARCH resident’s needs; and the names of persons
required to perform interventions or services required by the
expanded ARCH resident;

FINDINGS

Resident #1: No nutrition care plan developed for resident
with dysphagia, difficulty chewing, regular minced
consistent diet, and weekly weights.

PART 2

FUTURE PLAN

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?

Nurse to sit with CM during visits to discuss resident’s
care plan. Nurse and CM will work collaboratively to
ensure resident will be provided proper care including
nutritional care plan. CM to create and provide nutritional
care plan to care home.
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Licensee’s/Administrator’s Signature:

Print Name:
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